HIV associated stigma is still prevalent throughout Africa despite the spread of the epidemic. Stigma is also attached to sexually transmitted infections (STIs). Despite the importance of STIs, particularly genital ulceration in facilitating heterosexual HIV transmission, policymakers continue to focus mainly on other priorities. It would appear that this lack of public health initiative in tackling genital ulcers is itself an example of stigmatisation. Possible explanations for this include geographical variation in the data and a perception that genital ulcers are not a topic that can be discussed freely and openly. HIV policymakers in countries worst affected by HIV in Africa should examine their own opinions for bias when determining public health priorities for HIV prevention. The importance of genital ulcers should be reassessed and publicised. Stigma is also attached to sexually transmitted infections (STIs). A significant proportion of patients with STIs in Africa either delay in seeking health care or prefer to see general practitioners or traditional healers in an anonymous setting rather than go to a designated STI clinic, despite the availability of both better treatment and clinical expertise in the latter.
STI related stigma is brought about by many factors including feelings of guilt, low self esteem, uncleanliness and unworthiness, possibly through having paid for sex. In parallel with these negative perceptions at the individual level, at the public health level it could be said that resource allocation and STI expertise in developing countries have also been victims of stigma. Evidence linking the importance of STIs in facilitating HIV transmission first identified 15 years ago 1 has not been matched by responses at policymaking level to improve STI services. Few policymakers find out for themselves how members of a community put themselves at risk of STIs and HIV. Indeed, it almost seems that policymakers view STI services as a suitable case for stigmatisation.
This lack of focus on STI issues has meant that genital ulceration, a risk factor consistently associated with enhancing heterosexual HIV transmission, 2 has been unduly neglected. This article discusses reasons why genital ulceration has been largely ignored and puts forward a case for specific interventions to limit genital ulcers as part of a strategy for overall HIV prevention and control.
WHY HAVE GENITAL ULCERS BEEN IGNORED?
Genital ulceration has probably been ignored for two main reasons-disparities in the epidemiological evidence and political correctness or bias.
The epidemiological evidence
In areas where the HIV epidemic is worst, prevalence of genital ulcers is very high. 3 The genital ulcer cofactor effect for HIV transmission has been estimated at 10-50 for male to female and 50-300 for female to male per sexual contact among female sex workers and their clients. 4 Furthermore, simulation modelling scenarios of the transmission dynamics of HIV infection estimated that genital ulcers were responsible for 83% of HIV infections in low cofactor scenarios and 97% in a high cofactor scenario for the first 10 years of the epidemic in Uganda. 5 Despite the evidence that genital ulcers are as major risk factor for the transmission of HIV both from male to female and vice versa, doubters still remain. The heterosexual HIV epidemic is characterised by marked heterogeneity so that risk factors identified in one area may be much less important elsewhere. For example, the epidemiological evidence for genital ulcers in enhancing HIV transmission varies between populations: odds ratios and risk ratios ranging from 2-13.5 were identified in a systematic review. 6 STI epidemiology also varies considerably between geographical locations and with time and stage of the HIV epidemic. The need for a country specific approach to STI control in which local disease patterns are identified and targeted is therefore crucial. 7 For example, whereas chancroid and syphilis were thought to be common in developing country settings, genital herpes is now the most common cause of genital ulcer in many African countries. 8 This emergence of genital herpes requires that STI management algorithms for genital ulcer be updated and include education and discussion at the individual level. However, many herpetic ulcers go undiagnosed because of delays in seeking health care. Educating patients to recognise minor recurrent herpetic sores could have a significant impact on the population attributable risk of HIV transmission due to herpetic infection.
Achieving acceptance of the role of genital ulcers as a risk factor for HIV has also been hindered by other factors, including variation in what is understood by the term genital ulcer and poor diagnostic tests. The accepted definition of a genital ulcer is a lesion on the surface of the skin caused by superficial loss of tissue usually with inflammation. 9 The biological mechanism whereby HIV transmission is facilitated through genital ulcers is thought to be via the ulcer providing a portal of entry and exit for the virus. If this is accepted, any breaks in genital mucosa should be considered as a potential anatomical site for HIV transmission and the concept of genital ulceration as a risk factor for HIV expanded to include all such breaks, whether or not they are sexually transmitted ulcers or simple mucosal tears. Tests for the STI causes of genital ulcers are not always available or accurate: culture methods for chancroid and herpes may have a sensitivity of less than 50%. Although polymerase chain reaction tests are now becoming more accessible than before, their use in Africa is still minimal. Furthermore, many ulcers still remain undiagnosed despite using this technology. 10 The lack of importance currently attached to clinical examination to confirm the presence of ulcers is also a cause for concern. In a simulated patient assessment of the quality of STI management in a rural area of KwaZulu, South Africa, only 19% were offered physical examination. 11 In men, genital ulcers should be obvious on clinical examination, assuming that the foreskin is retractile. In women the diagnosis of external ulcers should be straightforward but cervical lesions require a speculum examination and may be difficult to differentiate from cervical ectopy. Promotion of clinical examination so that areas of mucosal discontinuity can be identified at the individual level would seem to offer more benefits to men than women. Unfortunately, it appears that clinical examination of the genitalia has fallen by the wayside following the recent emphasis on STIs as a public health issue. This is regrettable, as it is these individuals with STIs, many of whom are STI repeaters, HIV positive, and attend clinics, who should be classified as a key core group at high risk of HIV transmission and targeted for HIV prevention interventions.
Political bias/correctness
Most issues around HIV, particularly funding, have always had a political agenda. Some HIV prevention priorities are deemed to be politically correct whereas other worthy interventions may be ignored because they do not fit in with the wider objectives of aid organisations. For example, while many multinational agencies have focused on poverty reduction to impact on AIDS, this policy fails to target many of those at very high risk of infection. Also, poor male genital hygiene, a risk factor that could be important in driving the HIV epidemic in Africa, 12 has probably been ignored because of the possibility that HIV might be viewed or promoted as a disease of the unclean, thereby leading to further stigmatisation.
Despite the importance of targeting high risk groups in combatting the HIV epidemic, most interventions have tended to focus on either comparatively small groups who can be accessed by project work directly or the population as a whole, many of whom are at low risk of HIV. The notion that every sexually active individual is at risk of HIV probably reflects the early campaigns of gay activists who did not want to be seen as the vectors of disease. Even now targeting high risk groups is frowned upon because they may be blamed for spreading the epidemic.
A further factor in Africa is the issue of political leadership. Currently, all African heads of state are men. Many of these male dominated governments appear to have a puritanical view of sex, possibly as a consequence of missionary schooling, with the result that sexual matters are not discussed openly. In reality, the sexual behaviour of these male government leaders may be very different from that expected from their upbringing and not something they are prepared to discuss in public. Rather than address the question of STIs, it would seem easier for them to ignore such matters completely rather than become tainted through association and risk having double standards exposed.
Another reason for the apparent lack of emphasis on STI control for HIV prevention has been the assumption that syndromic management is the best strategy available. However, it could be said that STI syndromic management policies have failed to contain the spread of HIV. In its purest form syndromic management entails treating STIs by simple methods for the most likely causes of a syndrome, usually with at least two antibiotics without laboratory tests. While this approach has been used for a long time by many medical practitioners, it is perhaps too simplistic and has been open to misinterpretation. For example, while syndromic management protocols have simplified drug treatments at the primary healthcare level, the other essential components of STI case management including health education, partner notification, and condom promotion are often missed out. 11 Increased numbers of trained, motivated, and well supervised primary care personnel, capable of managing all aspects of STIs, are required so that comprehensive STI case management is delivered at the first point of contact with a health agency.
Although sex issues are to the forefront of the political HIV agenda, there have been few interventions targeting men who are generally regarded as the perpetrators of the HIV epidemic rather than women who are the victims. Interventions to target men, particularly those with genital ulcers, have therefore not been popular despite the clear need that they should be targeted equally if not more than women. 13 
IMPLICATIONS Stigma
The perception of stigma is an important barrier to limiting the spread of HIV and STI in sub-Saharan Africa. Although communities perceive stigma in different ways, individuals with STIs often anticipate feelings of rejection and shame that lead to long delays in seeking health care. 14 15 Part of this delay may be attributed to a preference for traditional healers who are still viewed by many as having the best treatment for STIs even though the efficacy of such treatments remains unproved. 16 National AIDS prevention programmes must now consider how this STI associated stigma can be reduced in their communities. Specific country and culture specific investigations are needed to identify the origins of stigma and how best to minimise its consequences.
One area that is poorly described in the literature is the interaction between stigma and sex work. Early on in the HIV epidemic a considerable amount of HIV/STI research work in Africa was undertaken in female sex workers. This work was well publicised and it is likely that the belief that HIV was related to commercial sex work was reinforced in both sexes through these studies. At the population level, the vast majority of women in Africa with HIV are infected by their only sexual partner and it is understandable how these women may feel ashamed when identified as HIV positive if they believe that female sex workers are the major HIV risk group. Although successful sex work interventions have been implemented in Asia, in many parts of Africa sex work is informal and not controlled. To enforce a 100% condom use policy, so successful in Thailand, would therefore not be realistic in Africa. What is needed is the recognition and acceptance by men that they, rather than women, are the main source vectors of infection and that the high per act HIV transmission rates from core groups are driving the epidemic. 13 
Simplification or not?
If the importance of mucosal breaks in the skin with subsequent inflammation is accepted as a crucial factor for female to male HIV transmission, HIV control programmes should become easier to devise and implement. However, explaining HIV transmission in simple biological terms may be unpopular as a concept because it is not politically correct. Over the past 20 years, HIV related issues have grown almost into an industry. Any move to simplify matters might be resisted by agencies who would see this simplification strategy as a threat to their existence.
Throughout sub-Saharan Africa condom use still appears to be low. Moreover, sexual intercourse in the presence of genital ulcer is common and a practice that still continues despite the emergence of the HIV epidemic. [17] [18] [19] A renewed focus on the biological determinants of HIV transmission could offer effective alternative strategies to those currently promoted.
CONCLUSIONS
One of the most dramatic success stories in HIV prevention has been in Thailand where the 100% condom use campaign and an increased number of quality STI clinics brought about a significant reduction in the prevalence of STIs and HIV. 20 Despite the incidence of most important STIs in Africa being double that in Asia, 21 there are still very few specialist clinics in Africa. The few STI specialists that there are in Africa tend to work in the private sector and have limited interest in public health control of STIs. Also, research teams working on STI projects in Africa are usually composed of microbiologists or public health physicians who, with a few notable exceptions, rarely manage STI patients. The dearth of specialist STI input and advocacy has, almost by default, led to significant investment in large scale public health interventions such as the mass treatment project for STIs in Rakai, Uganda, in which population coverage was limited and HIV incidence was not reduced. 10 In some ways this promotion of STIs as a public health problem that can be dealt with by "a magic bullet" approach has reinforced the perception that STIs are still unclean and can be dealt with "out of sight" requiring neither clinical examination nor health education. Furthermore, the move to decentralise STI services to primary health care advocated by the World Health Organization since the 1970s has not made sufficient impact in reducing STI enhanced HIV transmission and neither has the move to integrate STI services with family planning clinics resulted in a demonstrated reduction in STIs. 22 The adoption of the public health approach to STI control by UN agencies 23 has ultimately been at the expense of promoting quality STI services in non-judgmental non-stigmatising settings for individuals at high risk of HIV who are driving the epidemic. Clearly, health ministries must now consider STI control as a special case for resource allocation if the deficiencies that have accumulated over the years are to be eradicated. An increase in designated STI clinics with trained well motivated specialist STI healthcare workers would not only raise the profile of STIs but also have tremendous potential to reduce STI related stigma. 24 The reluctance to accept the importance of genital ulceration in some ways mirrors the importance of lack of circumcision as a risk factor for HIV, a finding that is only now gaining acceptance. Also, the reticence of policymakers to accept the importance of biological risk factors for HIV may only reflect embarrassment in admitting that previous priorities were misdirected. 25 Clearly, innovative treatment strategies to tackle genital ulcers are necessary and further research work must be done to determine the most cost effective approaches. Mass treatment for syphilis with a single dose of benzathine penicillin should be considered, if not at the population level, at least on an opportunistic basis for all STI cases presenting to a healthcare facility in areas where syphilis is a significant problem. It is probably too late to consider mass treatment for chancroid as the prevalence of this condition has now diminished considerably. Genital herpes requires a different approach. Selective mass treatment for core groups could be considered but education and counselling interventions are also essential. In donovanosis endemic countries, eradication is a viable proposition. Advice about how best to deal with non-STI induced breaks of skin due to trauma or poor hygiene would be the same as for any ulcer-that is, to abstain from unprotected sex until complete healing had been achieved.
Although non-ulcerative STIs enhance HIV transmission, 26 the majority of HIV infections occur through mucosal disruption either on the penis or the cervix. However, rather than focusing on this biological model, health agencies have instead advocated a simple syndromic approach to managing STIs that has often involved considerable overtreatment with scarce antibiotics. Clearly, this approach has been inadequate. While syndromic management may be cost effective for certain syndromes in some areas, this strategy has been rejected in many countries where it should have been effective if combined with a comprehensive case management approach. If national STI/HIV control programmes were to develop a more country specific strategy, local problems could be targeted and guidelines developed that might be more acceptable than some generic versions currently in use.
Currently the UN and other multinational agencies are becoming increasingly involved with complex economic and human rights issues, including the subordination of women, which while important, fail to address many of the issues driving the rapid spread of HIV in those countries worst affected by the epidemic. This sentiment was reinforced by both the recent 40 point Abuja declaration on HIV/AIDS made on behalf of the heads of government of the Organisation of African Unity and the 103 point UN declaration of commitment on HIV/AIDS in which the importance of STIs is not mentioned once.
27 28 The challenge remains not only to get the funding agencies and health ministries interested in a back to basics approach to STI control with a focus on genital ulcers in countries worst affected by the epidemic, but also to reduce any STI related stigma they may harbour against STI control programmes.
